Introduction
Facial nerve palsy occurs in around 25 children per 100,000 per year (1). Bell's Palsy (idiopathic facial nerve) palsy occurs in 1 in 60 people in their lifetime and is a diagnosis of exclusion.
The proximity of the New Forest increases the prevalence of Lyme's disease in this region. The prevalence of Lyme disease has a bimodal distribution with peaks at 5-9 years and 45-59 years (2) .
A 5-year service evaluation conducted at University Hospital Southampton found 42.5% of Lyme serology tests were positive in children presenting with facial nerve palsy (3).
The peak in the paediatric age group and high local prevalence has implications for the appropriate management of the facial nerve palsy locally and greater consideration has to be given to Lymes disease as an underlying cause of facial nerve palsy.
The 5-year service evaluation at Southampton noted significant variation in management and this guideline hopes to address this issue and provide a guide for standardised management across the region. (3)
1.2
Scope This guideline applies to all patients under the age of 18 years presenting with facial nerve palsy.
This guideline is limited to the paediatric population of Wessex due to the prevalence of Lyme's disease in the New Forest, which can present as facial weakness and can be effectively treated with appropriate antibiotics.
1.3
Purpose As a condition Facial Nerve Palsy is often idiopathic or secondary to Lymes disease and, in these cases, associated with a very good prognosis.
Therefore, this guideline aims to ensure management of paediatric facial nerve palsy is as consistent as possible with appropriate supportive treatments e.g. eye-care initiated. It also aims to ensure that more sinister diagnoses are not overlooked, treatable aetiologies are promptly identified and managed.
1.4
Definitions Bell's palsy -Also known as idiopathic facial nerve palsy, this refers to a lower motor neurone facial weaknesses of no clear structural cause, i.e. is a diagnosis of exclusion.
Recommendations

Pathogenesis
Facial nerve palsy is an acute, unilateral, idiopathic paralysis of the face in a lower motor neurone pattern. In this region Lyme disease should be high on the list of differential causes, the pathogenesis has been postulated to involve direct infiltration and nerve damage by the bacterium (4).
Other causes identified in a USA study include herpes zoster virus (4%), varicella (6%), acute otitis media 12%) and coxsackie virus (2%) (5) . It is important to consider malignancy and this has been identified as a cause of facial paralysis in up to 12% of cases (5) . Idiopathic facial nerve palsy is a diagnosis of exclusion and prevalence varies between 9-50% of paediatric cases (5).
Diagnosis
History: Thorough history to include: onset and progression of facial palsy. Commonly unilateral facial weakness is observed and occurs acutely. Forehead sparing should NOT occur as this suggests upper motor neurone pathology and therefore a central cause.
Less commonly: mild pain in or behind ear, facial numbness, hearing impairment or hyperacusis, disturbed taste, dry eyes.
Any recent infections, tic exposure or bites or history of trauma. Ask about pain, weight loss or any other systemic symptoms.
Examination:
Thorough examination including faces, eyes, ENT, cranial nerves, peripheral nervous system, joints and skin. Remember to check a BP.
Ensure there are no 'red flag' features on history or examination. If penicillin allergy and under 12 years old -Azithromycin 10mg/kg (max 500mg) once a day for 3 consecutive days, then repeated for 3 consecutive days in week 2.
If penicillin allergic and 12 years old and above -Doxycycline 100mg twice daily for 14 days .
3. Consider Steroids -Prednisolone 1mg/kg (40mg maximum) for 10 days if patients presents within 72 hours of symptom onset. No need to wean. Literature review (10) shows that corticosteroids are 'the drug of choice' in treatment of adults with Bell's Palsy.
4. Antivirals -Cochrane review showed 'no significant benefit' of antivirals compared with placebo in producing complete recovery from Bell's palsy. Further evidence showed that antivirals were significantly less likely than corticosteroids to produce complete recovery. (9, 10).
Referrals
Ophthalmology -Clinically indicated if eye is not fully closing at night.
ENT -consider if red flags or particular concerns. If acute otitis media present discuss with ENT. If any ear symptoms and < 2.5 years -refer to ENT.
Neurology -consider if focal or evolving neurological signs or any other cause for concern.
Physiotherapy -not indicated at diagnosis as most resolve. 3. Outpatient clinic appointment within 6 weeks to review progress.
4. Subsequent review is subject to the patient's level of recovery.
Prognosis is very good with resolution in the majority of children with complete resolution in 2 months in many children and by 6 months in the majority (7, 8, 11) .
If no recovery at 3 weeks, then alternative diagnoses must be considered.
Implementation
Training and dissemination via the Wessex Neurology Network, the Paediatric ED group and the PIER website.
Process for Monitoring Effectiveness
Effectiveness and adherence to the guideline will be monitored by regional audit of practice and ED group audits.
